SWEDISH

AUTHORIZATION TO USE, DISCLOSE & RELEASE PROTECTED HEALTH INFORMATION (PUNJABI)

H It fEfar ?:_'?' HAHSTV/AHST I | understand the following:

« NS 38 A3 I3 Areadl © Y&H 996 7 83¢ o Wiaag3™ 58t fA ean 3 gA3™HT 996 3 fesag
996 T I I wfiag3T '3 TA3YI J96 3 feaard 996 &3 fHa3 Ags AT YUz 996 7 A< 58
wierfEdt 96 & ASt AHTET 3 597 wAT &1 U=Jr| fAge fig Gt 983 3 A forn wiifgergsr €3 gAs™Ha a9
&8 SHIS AT YUT J96 ©f At AHdEr Jd AaSl 3, A99 fHT3 Sua® AT UA-HEU3 JT 7
fAge fari J9 § fAg3 A=ardl Yyers d9& € O2n 38! Gre UsH 996 &8 wiftarasT € 37 gt J
I have the right to refuse to sign this form for authorization to disclose or release my protected health information. Refusal to sign the
authorization will not adversely affect my ability to receive health care services or reimbursement for services. The only circumstance
when refusal to sign this authorization may affect my ability to receive health care services is if the health care services are research-
related or solely for the purpose of providing health information to someone else and the authorization is needed to make that

disclosure.
. for 9531 @ 55 SIA Saret A AdTl 31 There may be a fee associated with this request.
o for wfgarg3T @ wWeA'g TI31 I8 A &R T Areadl HI- @ wihls I AT 3 W3 JT 3398 T66

2 313 A3 &dt 31 ug, 1 feg & AT ST O f9 7 IH @ & HIV/AIDS, o fras
A Areardl, Adfea 2Afdar @ Areard! W3 3TIMBATs & ImdiA, g™, 7 398 Aeadt § T
[IC 96 '3 UTHT! B AT I6|

Information used or disclosed pursuant to this authorization may be subject to re-disclosure and no longer protected under federal law.
However, | also understand that federal or state law may restrict re-disclosure of HIV/AIDS, mental health information, genetic testing
information, and drug/alcohol diagnosis, treatment, or referral information.

« N3 3B for IA3™HT i3t I wiftarasT & andt yuz ag96 T 39 J1

| have the right to receive a copy of this signed authorization.

- ¥ fan & mi foudt gu o feg wiftersaT Je 99 AaevAac! I Add A feg wiftargsT de agevags F, 3F

I &3 It Arearat fou3t wifaarg3T feg <93 @ @UHF B8l &dl <931 A Aawl| fed fea vuee @ ger 3

T Swedish & Witara3T 3 faggasr & araedl A3t I 7 wifraa3T § Sh aafipr & w93 = yuz iz

famim 7t i

| may revoke this authorization in writing at any time. If | revoke this authorization, the information described below may no longer be

used or disclosed for the purposes described in the written authorization. The only exception is when Swedish has taken action in

reliance on the authorization or the authorization was obtained as a condition of insurance coverage.
?mh@m#ww%mﬁaéa@mw,ﬁﬁaﬁmmsﬂﬁﬁtgﬂém’jm

Please submit this authorization or revocation to one of these locations, depending on where you received care:

Swedish Medical Center Swedish Medical Group
Release of Information Department
747 Broadway, Seattle, WA 98122 @&/Phone: (206) 320-3025

@9H /Fax: (206) 320-2626

SIH/Fax: (478) 238-9436
8- A®/Email: ROI@swedish.org

Bt- AS/Email: smgroi-wa@cioxhealth.com

Hg9n: Swedish, Hata @ ARw fAfag@fadt 99 fife 7F Yarfag adl ager AT 34 fa feg fafda 8@ 87 & J=|
U3, Ans Afagfadt §99 g3 At 3 yare 1l faarast feg s i3 A Aae I&| fan Arearat § Aat 996
w8 3 wifufqz J, R 373" Ans Af9Efa<t a9 v di37 7 Aaer JI -

Important: Swedish no longer prints or releases patient social security numbers unless required for billing. However, social security
numbers may be included in patient information that is more than a few years old. The information you are authorizing to be released may

include your social security number.
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AUTHORIZATION TO USE, DISCLOSE & RELEASE PROTECTED HEALTH INFORMATION (PUNJABI)

HAET, e IgHTTSM, WeHS! W3 Feed’ § QUITS Aeardl © UBA BEl TIATE IEl AT w3 Wit S3T wigH'S
faR &at fiedt A eudt 3 Haz i3 7w I

The facility, its employees, officers and physicians are hereby released from any legal responsibility or liability for disclosure of the above
information to the extent indicated and authorized herein.

Swedish Health Services W3 fere Afggwaft wrug Yot w3 srsifedh g 773, da1, Iaedt us, a1, Ona, 7
WIS @ wrrg '3 fe3der adt

Swedish Health Services and its Affiliates do not discriminate on the basis of race, color, national origin, sex, age, or disability in their
health programs and activities.

AeUS: Aad 3l ¥dHl adl 98% 4, 31 393 A HE3 IH ATTE3T Ae 6| 918 a4 (888) 311-9127 (TTY: 711).

ATTENTION: If you do not speak English, you have at your disposal free language assistance services. Call
(888) 311-9127 (TTY: 711).

ﬂéwﬁ?mééaémf‘eﬁnﬁmawa@émﬂéea?m?wms@3wed|sh?snrﬁ:|a1ﬁ3
gaTadet It

I authorize Swedish to use and disclose a copy of the specific health information described below regarding:

HIIH T &™H/Patient's Name H&H 39IH/DOoB:

HII € U3"/Patient's Address: @&/Phone:

Hﬁl?/City: Jd™/State: fou 33/Zip Code:

ford yomr |zt AR (] ™y 7 yUISIIT T &

To be disclosed to: Self Or Recipient's Name:

YY3dd3T € U3™

Recipient's Address:

HﬁH/City: J™/State: fay 33/Zip Code:

é’??/Phone: é'a'H/Fax: o- ﬂ'&'/EmaiI:

faour g9a A3 foaras fegt o<t S Mychart [ 8-A8 [ f3ma ] dug []@an

Please send my records via: MyChart Email Disc Paper Fax

)-T I3 fordin ARgre 3 fgargst ©f 9531 a9 faaradt o+ | am requesting information from the following facility(s):
TIAUSS T &H (fFHe) W3 35 399 FIifaa T 5 (fgAe) W3 2o &89

Hospital Name (List) & Phone Number Clinic Name (List) & Phone Number
fet I Fhret 3 34
For the range of dates from: to:

I35 fod feerst A Ae € Ady &g Arsardt st
For information related to the following diagnosis or injury:

HBH I3t A= @8 AT=aIl/information to be disclosed:

[] fugag W3 AJIgd/History & Physical [] f8A9™9H A™I/Discharge Summary
[] wrudfes fadge/operative Report ] wHIRH feurgene fallge/Emergency Department
[] Sfeqisnfed fauget (89, ward, EKG, wife) Report _

[] 396t feugmif/progress Notes

Diagnostic Reports (lab, x-ray, EKG, etc.)
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& SWEDISH

AUTHORIZATION TO USE, DISCLOSE & RELEASE PROTECTED HEALTH INFORMATION (PUNJABI)
] Jg (TIH'S)/Other (specify):

fere @2n wEn:

For the purpose of:
S 39 HoHY & i3t I8 I=, feg wifrargsT 180 fes A oA I Sy I Al &
Unless revoked, this authorization expires in 180 days or on this Date:
faw: feg witaras, A< 39 fa feust gu R A evwrer mine 39 3 Afi3 &t di5t A, fasH J9T, AIDS, HIV
fescans, AT W3 Tee T ©Ied3, HafAa RT3 S AfgSht AF I3 HeTaHI® ATsardt © A W3H
fes € A3 ufggw 39 ferarfaz I
Terms: This authorization, unless expressly limited by me in writing, will extend to all aspects of testing and/or treatment of sexually
transmitted diseases, AIDS, HIV Infection, alcohol and/or drug abuse, mental health conditions or other sensitive information.

HIH @ TA3YS: 3t /Date:
Patient Signature: (g9 ffe I3 w3 I8 It TA3HI FJ)

(Print form and sign by hand)
HIWH YIifea e 5: fH3Date:

Patient Representative Name:

HIH YIifea € 5:
Patient Representative Signature: (@9H fije a3 w3 I8 Il IA3™HT aJ| fITU ST AHIER THIRH HHS 1)

(Print form and sign by hand. Please include supporting documentation.)
HIW € &% fars

Relation to Patient:

1ROI
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